Staff-focused interventions to increase referrals for depression in aged care facilities: a cluster randomized controlled trial by Davison, Tanya E. et al.
  
 
 
This is the published version:  
 
 Davison, Tanya E., Karantzas, Gery, Mellor, David, McCabe, Marita P. and Mrkic, Dejan 2013, Staff-focused interventions to increase referrals for depression in aged care facilities: a cluster randomized controlled trial, Aging & Mental Health, vol. 17, no. 4, pp. 449-455.    
Available from Deakin Research Online: 
 
 http://hdl.handle.net/10536/DRO/DU:30056682      Reproduced with the kind permission of the copyright owner.     
 
Copyright : 2013, Taylor & Francis 
 
This article was downloaded by: [Deakin University Library]
On: 14 October 2013, At: 20:56
Publisher: Routledge
Informa Ltd Registered in England and Wales Registered Number: 1072954 Registered office: Mortimer
House, 37-41 Mortimer Street, London W1T 3JH, UK
Aging & Mental Health
Publication details, including instructions for authors and subscription information:
http://www.tandfonline.com/loi/camh20
Staff-focused interventions to increase referrals
for depression in aged care facilities: A cluster
randomized controlled trial
Tanya E. Davison a , Gery Karantzas b , David Mellor b , Marita P. McCabe b & Dejan Mrkic
b
a Aged Mental Health Research Unit , School of Psychology and Psychiatry, Monash
University , Melbourne , Australia
b School of Psychology, Deakin University , Melbourne , Australia
Published online: 01 Nov 2012.
To cite this article: Tanya E. Davison , Gery Karantzas , David Mellor , Marita P. McCabe & Dejan Mrkic (2013) Staff-
focused interventions to increase referrals for depression in aged care facilities: A cluster randomized controlled trial,
Aging & Mental Health, 17:4, 449-455, DOI: 10.1080/13607863.2012.738412
To link to this article:  http://dx.doi.org/10.1080/13607863.2012.738412
PLEASE SCROLL DOWN FOR ARTICLE
Taylor & Francis makes every effort to ensure the accuracy of all the information (the “Content”) contained
in the publications on our platform. However, Taylor & Francis, our agents, and our licensors make no
representations or warranties whatsoever as to the accuracy, completeness, or suitability for any purpose of
the Content. Any opinions and views expressed in this publication are the opinions and views of the authors,
and are not the views of or endorsed by Taylor & Francis. The accuracy of the Content should not be relied
upon and should be independently verified with primary sources of information. Taylor and Francis shall
not be liable for any losses, actions, claims, proceedings, demands, costs, expenses, damages, and other
liabilities whatsoever or howsoever caused arising directly or indirectly in connection with, in relation to or
arising out of the use of the Content.
This article may be used for research, teaching, and private study purposes. Any substantial or systematic
reproduction, redistribution, reselling, loan, sub-licensing, systematic supply, or distribution in any
form to anyone is expressly forbidden. Terms & Conditions of access and use can be found at http://
www.tandfonline.com/page/terms-and-conditions
D
ow
nl
oa
de
d 
by
 [D
ea
ki
n 
U
ni
ve
rs
ity
 L
ib
ra
ry
] a
t 2
0:
56
 1
4 
O
ct
ob
er
 2
01
3 
depression into routine practice is required, to deter-
mine whether after training, staff assess residents for
depression and refer those whom they suspect are
depressed to their medical practitioner for further
assessment.
In addition to staff training, professional bodies
(e.g. the American Geriatrics Society [AGS] &
American Association for Geriatric Psychiatry
[AAGP], 2003) have recommended that screening
instruments be routinely used within aged care facil-
ities, with the aim that a high score triggers a referral
for a medical assessment and treatment. However,
protocols may need to be developed for residential care
staff to ensure the screening programme actually leads
to positive outcomes for residents. This was illustrated
by a recent study that evaluated the impact of the
routine use of a depression screening instrument across
Australian aged care facilities (Davison et al., 2012).
Only approximately half of the residents in this study
had been screened by nursing staff in the previous 12
months. In addition, only 18% of residents with scores
indicative of depression were subsequently referred to a
doctor for further assessment, and only 10% of
residents with high scores were prescribed a new
treatment for depression. Davison et al. (2012) recom-
mended the use of a protocol to encourage staff to
respond appropriately to signs of depression, with clear
guidelines about assessment frequency, referral proce-
dures and ongoing monitoring of residents.
Against this background, the purpose of this study
was to conduct a randomized controlled trial to
(a) investigate whether facility participation in a
residential care staff training programme is associated
with an increase in the number of residents who are
referred due to concerns about depression; and
(b) determine whether the additional implementation
of a protocol for routine screening of aged care
residents, which includes clear guidelines for making
a referral for further medical assessment and treat-
ment, is associated with an increase in the numbers of
residents who are referred by trained staff. Facilities
were randomly allocated to receive: (i) training only,
(ii) training plus screening protocol or (iii) no inter-
vention (control). Specifically, it was hypothesized
that: (i) when compared to the control group, facilities
which implemented the training would demonstrate
higher referral rates; and (ii) when compared to both
the control group and the training only group, facilities
which implemented both the training and the protocol
on how to screen and make medical referrals would
show a higher referral rate. The focus of this article was
on the number of aged care residents referred for
further assessment and/or treatment by care staff,
including new cases of potential depression, as well as
for a review of cases previously diagnosed and treated.
We therefore aimed to recruit a sample with residents
with and without depression at baseline. Also of
interest was the nature of the referrals and the actions
taken by the professional who received the referral.
Methods
Participants
Participants included 216 aged care residents (165
women and 51 men) who resided in one of seven aged
care facilities in metropolitan and regional Victoria,
Australia. The sample included residents with and
without a diagnosis of depression in their medical
records or signs of depression as observed by facility
staff, who ranged in age from 59 to 102 years
(mean 87.38, SD 7.70). In total, 47 participants
(21.8% ) had a diagnosis of dementia in their medical
records. Using a cluster randomized design, residents
were assigned to the condition to which their facility
was randomly allocated. The facility training only
condition included 99 participants, the training plus
screening protocol condition 51 participants and the
control group 66 participants. Given the little research
conducted in the referral rates of aged care residents in
depression suggest that at the lower end, referral rates
approximate 10% (Davison et al., 2007, 2012), we
approached the determination of sample size using a
highly conservative approach. We calculated the
sample size required to detect a four-fold increase in
referral rates with 80% across training and control
conditions using an equality for proportions t-test with
a Familywise Bonferroni correction ( 0.0125).
Based on these parameters we calculated the minimum
sample size required for each condition to be 40
participants.
Instruments
Participant demographics: Gender, age, dementia diag-
nosis, as well as information regarding treatment for
depression, were collected from the participants’ files
held in the aged care facility.
Audit of referrals: Information about the referrals
made by staff members for suspected depression was
collected from a 12-month audit of participants’ files
held in the facility. Details of the referrals made by
staff were found through examination of the residents’
progress notes, care plans and medical records. These
documents provided details of when and to whom the
referral was made, and notes were made to indicate
what action had been taken as a result of the referral.
Staff members were also consulted, in order to ensure
all referral data were appropriately recorded, and gave
informed consent to participate in this process.
Procedure
Approval to undertake the study was obtained from
the University Human Research Ethics Committee and
the management boards of the participating aged care
organizations. Simple random allocation to the three
research conditions was done at the facility level, with
three facilities receiving the staff training programme,
two facilities receiving staff training plus the screening
protocol and two facilities in the control group.
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Randomization was performed with a table of random
numbers by a researcher not involved in the study. The
seven participating facilities were under the umbrella of
two large aged care providers, who implemented
standard procedures regarding assessments and care
planning across all their facilities at baseline. Each
condition in the research study contained at least one
facility from each of the larger aged care organizations.
There were no differences between facilities in each
condition in terms of the level of care needs of the
resident population, resident numbers and staff: resi-
dent ratios, organizational structure or other indices of
care. Outcome data were collected by research staff
who were blinded to the study aims and the condition
to which each facility had been allocated.
Conditions
(i) Training only: Facilities in this condition
implemented the beyondblue Depression
Training Program with their staff. This
programme is designed for direct care staff
and nurses in residential facilities. It consists
of five basic modules delivered over five weeks
in two-hour sessions, with an additional ses-
sion for nurses and other senior staff. The
training was designed to improve the knowl-
edge and skills of staff, in particular, how to
recognize the symptoms of depression, use of
screening tools and improved communication
skills to assess depression. In addition, the
training aimed to improve communication
between different levels of staff and treating
medical practitioners. This programme is
described in detail elsewhere (Mellor
et al., 2008).
(ii) Training plus screening protocol: Facilities in
this condition also implemented the beyond-
blue Depression Training Program as
described above. In addition, facilities in this
condition also introduced a protocol or guide-
lines for staff to use following the training.
This consisted of screening each of the resi-
dents in the study for depression using a
simple depression checklist every two months
over a nine-month period. This checklist was
specifically designed for this study and was
based on staff observations of 19 signs of
depression, including mood, thoughts, behav-
iours and physical signs, typically requiring
only five minutes for staff to complete for each
resident. Ratings were made on the basis of
staff knowledge of and experiences with the
resident, and this informant-rated measure did
not require resident self-report. The protocol
called for a more rigorous clinical assessment
using the Cornell Scale for Depression in
Dementia (Alexopoulos, Abrams, Young, &
Shamoian, 1988), a file review of any previous
treatment for depression, and a medical refer-
ral if residents screened positive on four or
more symptoms on the checklist (F igure 1).
The screening protocol included the comple-
tion of documentation regarding courses of
action taken in response to indications of
depression, including medical referral, treat-
ment, ongoing symptom monitoring and
follow-up review, in the residents’ medical
records.
In order to avoid diffusion of responsibility
among care staff, three to four senior staff
from each participating facility were
appointed as ‘depression champions’, in
charge of overseeing and implementing the
protocol in each facility. These depression
champions were Registered Nurses who typi-
cally coordinated the care provided to all
residents in their unit (including responsibility
for liaising with medical practitioners), and
who agreed to hold this additional role for the
project duration. In this study, the depression
champions took responsibility for making
decisions as to whether a resident was likely
Administer Simple 
Depression Checklist
Senior staff to administer 
Cornell Scale
Review previous 
treatments/strategies 
(if applicable)
Refer for further 
assessment and/or 
treatment
Document in progress 
notes and care plan; 
Determine frequency of 
monitoring
Follow up, document 
treatment/strategies 
provided and outcomes 
< 4 signs of depression: 
Document total screening 
score; no further action 
required
Figure 1. Summary of bimonthly screening and referral
protocol for depression.
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depressed, in consultation with other staff who
provided care for the resident, completing the
assessment using the Cornell Scale
(Alexopoulos et al., 1988), and making medical
referrals for further assessment and/or treat-
ment. Depression champions in each facility
participated in a 30-minute workshop on how
to implement the protocol, following comple-
tion of the beyondblue Depression Training
Program.
(iii) Wait-list control: Facilities in this condition did
not receive any intervention, but were given the
opportunity to receive the training programme
once data collection had been completed.
The research team liaised with facility managers and
other senior staff to recruit residents at each of the
facilities to participate in this programme evaluation.
These senior staff were asked to nominate a sample of 20
residents who they suspected were depressed and 20
residents they believed did not have depression. These
potential participants were nominated on the basis of
their medical histories and the observations of senior
nursing staff. These residents were subsequently tar-
geted and recruited by our research team, with those
who provided informed consent included in the study.
Between 24 and 35 participants were recruited from
each facility.
Information about the referrals made by care staff
members for suspected depression was collected from an
audit of participants’ files held in the aged care facility
over a period of 12 months from baseline. Facility
managers and care staff, including depression cham-
pions, were not aware of the hypotheses of this study.
Results
Staff participation in training programmes
All care staff in each facility allocated to the training
only and training plus screening protocol conditions
were invited to participate in the training programme;
however, participation in this research project was
voluntary. Overall, the programme was delivered to
41.4% of the nursing and direct care staff who worked
in the facilities in the training only condition, and to
43.3% of staff in the training plus screening protocol
condition. Particular difficulty was encountered
recruiting part-time and night-shift staff, and only a
minority of staff were able to be absent from the floor
at any one time. This participation rate is typical of
research evaluating staff-focused interventions.
Comparison of group characteristics
Aged care residents participating in the study repre-
sented 42.3% of the total number of residents in the
training only facilities, 26.4% of the total number of
residents in the training plus screening protocol facil-
ities and 34.2% of the total number of residents in the
control facilities. Residents in each group did not differ
in terms of age, F(2215) 0.13, p 0.88, or gender,
2(2216) 0.29, p 0.86, and contained an equivalent
proportion of participants with a diagnosis of demen-
tia, 2(2216) 0.27, p 0.87. However, there was
a significant difference in the number of participants
who had been prescribed antidepressant medica-
tion prior to the programme implementation,
2(2216) 7.90, p5 0.05. Overall, 35.3% of partici-
pants in the training plus protocol condition were
prescribed an antidepressant at baseline, compared to
16.2% of participants in the training only condition,
and 18.2% of participants in the control condition.
Referral rates for residents with previous treatment
and new cases were thus examined separately below.
Resident referral rates
The number of participating residents who were
referred for further assessment and/or treatment was
recorded over a 12-month period following the
intervention. Prior to conducting our primary analyses,
we examined whether the recruitment of staff into each
condition from a variety of aged care settings may
influence referral rates. To determine the effects of this
cluster variable on referral rates, we calculated the
intracluster correlation coefficient (ICC). The ICC was
0.028 suggesting that clustering by aged care agency
had very little effect on referral rates.
In terms of our primary analyses, configural
frequency analysis (CFA) was used to investigate if
there were any significant differences in referral
rates during the 12-month period between the three
conditions. CFA is a multivariate cross-classification
technique that estimates whether particular cells in a
cross-tabulation contain significantly more or
significantly less cases than expected by chance
(von Eye, 1990). We conducted two, two-sample
CFAs, in which we compared whether the observed
resident referral frequencies of the three groups signif-
icantly differed from expectant frequencies.
Given the number of significant tests carried out to
detect frequencies that significantly deviate from
expected frequencies, a Bonferroni adjustment
( 0.0125) was made for each CFA to protect against
threshold . CFAs were estimated using Pearson’s chi-
square component test. As presented in Table 1,
comparison of frequencies of referral rates by care
staff revealed that significantly more residents were
referred than would be expected by chance in the
training plus protocol group when compared to
the training only group (t 13.14, p5 0.0125) and to
the control group (t 12.11, p5 0.0125). No signifi-
cant differences between observed and expected fre-
quencies of referrals were found when comparing the
training only to the control group.
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Post-hoc comparisons found a large difference
between conditions in referral rates for residents who
were already prescribed an antidepressant (Table 1).
Among this previously diagnosed group, 14 participants
(77.8% ) in the training plus protocol facilities were
referred for a review, compared to two participants
(12.5% ) in the training only facilities, and two partic-
ipants (16.7% ) in the control facilities. Group differ-
ences were also apparent when examining referral rates
for participants who had not received previous treat-
ment for depression, with five participants (15.2% ) in
the training plus protocol facilities referred, compared
to four participants (4.8% ) in the training only facilities,
and three participants (5.6% ) in the control facilities.
Referral destination
Residents were most commonly referred to their
general practitioner (GP) for further assessment and/
or treatment of suspected depression (Table 2). Two
participants were referred to a psychologist, while one
participant was referred to the in-house pastoral carer
for counselling. One of the training only facilities ran a
relaxation training group for residents, facilitated by
Diversional Therapy staff, and two of the participants
in the study were referred to this group.
Referral actions
The file review revealed that 43.3% of cases referred by
care staff for depression were assessed and provided
with treatment, either a new or changed dose of
medication or nonpharmacological intervention
(Table 2). Meanwhile, 30.0% of participants were
assessed but not provided with a change in treatment,
and 23.3% were not assessed by their GP subsequent
to the referral being made by staff. A lack of response
was particularly common in the treatment plus proto-
col condition. Equivalent raw numbers of residents
from each condition received a change in treatment.
Discussion
This study failed to provide support for the use of staff
training in depression as a stand-alone strategy to
increase the number of aged care residents who were
referred to medical or mental health practitioners for
assessment and treatment of depression. Thus, despite
previous evidence that depression training is associated
with improvements in care staff knowledge and self-
efficacy in caring for residents with depression (Mellor
et al., 2010; Walker & Osgood, 2000; Ziervogel et al.,
2005), this did not translate into a change in staff
referral practices in this study.
However, there was evidence that residential care
staff training supplemented with an additional proto-
col to screen all participating residents for depression
on a regular basis and refer those with current
symptoms for further assessment and/or treatment
did increase the referral rate. This protocol prompted
key nursing staff (named as ‘depression champions’) to
take responsibility for screening each resident in the
study using a simple checklist, with clear guidelines for
Table 2. Referral destination and action taken on receipt of referral for depression.
Group Training only (n) Trainingþ protocol (n) Control (n) Total (n)
Referral destination
GP 2 19 4 25
Psychologist 1 0 1 2
Pastoral carer 1 0 0 1
Facility group intervention 2 0 0 2
Action taken after referral
Assessed, treatment change 5 4 4 13
Assessed, no treatment change 0 8 1 9
Not assessed 0 7 0 7
Resident declined intervention 1 0 0 1
Total 6 19 5 30
Table 1. Proportion of participants referred and not referred for depression over 12 months.
Referred Not referred
Overall facility
referral rateGroup
Previously
treated for
depression
No prior
treatment for
depression
Previously
treated for
depression
No prior
treatment
for depression
Training only 12.50% 4.82% 87.50% 95.18% 6.06%
Trainingþ protocol 77.78% 15.15% 22.22% 84.85% 37.25%
Control 16.67% 5.56% 83.33% 94.44% 7.58%
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responding to indications of depression. Follow-up
visits to facilities determined that the protocol had
become embedded into routine practices within the
facility, and was integrated into the existing bi-monthly
review process of all residents.
A high proportion of the referrals from facilities
who had implemented the screening and referral
protocol was for residents who had received prior
treatment for depression and who were already known
to be depressed. The review of older people who
continue to present with depressive symptoms despite
treatment is considered best practice (AGS & AAGP,
2003), but not typical of practice in Australian aged
care facilities (O’Connor, Griffith, & McSweeney,
2010). Therefore, an increase in the numbers of these
residents for further assessment and changes to treat-
ment is a positive outcome.
Although the difference in referral rates between
conditions was most marked when examining previ-
ously treated residents, it was notable that staff who
were using the screening and referral protocol were
also more likely than staff in other conditions to refer
previously untreated cases of depression for further
assessment and referral. Over a 12-month period, care
staff in the training plus protocol condition referred
15% of residents who had not previously been iden-
tified as depressed or prescribed an antidepressant.
This would appear to be a reasonable referral rate,
given estimations of the incidence of depression in aged
care (e.g. McSweeney & O’Connor, 2008), and is
approximately three times as high as the referral rate in
facilities where the protocol had not been introduced.
It should be noted that the staff training pro-
gramme utilized in this study was fairly extensive,
requiring five sessions over 10 hours with direct care
staff and six sessions over 12 hours for nurses. It is
possible that a briefer training programme may suffice
to assist staff to use the screening and referral protocol,
and it may be the case that only senior staff require
training in order to change practices in residential care
facilities. Research on the minimum training intensity
that is required to improve referral rates would help
ensure that the intervention can be feasibly imple-
mented across the aged care sector.
It was disappointing to note that only a minority of
residents in facilities using the protocol received a
subsequent change in their treatment following the
staff referral. Many were either not assessed for
depression by their GP, or were assessed but no
change to treatment was recommended. It appeared
that while staff referred the majority of residents who
were receiving an antidepressant for a medical review,
GPs often either disregarded these referrals or contin-
ued with existing treatment. This is consistent with
previous research that antidepressant medications
prescribed to aged care residents are rarely changed
(O’Connor et al., 2010). Thus, while the introduction
of a screening protocol changed the behaviour of
residential care staff, further attention to the role of
treating physicians appears warranted. For example,
research could examine GPs’ perceptions of the valid-
ity of staff judgements of depression and views of the
treatment of depression among frail older adults.
Additional strategies, such as GP training and better
availability of clinicians with expertise in aged mental
health to liaise with medical practitioners may be
required.
The vast majority of staff referrals for further
assessment and/or treatment of depression were made
to the residents’ GPs. Only two referrals were made to
a psychologist and three residents were referred to
receive a nonpharmacological intervention from in-
house staff. There was no instance of a GP referring on
to another professional or mental health service. These
findings are consistent with previous literature in aged
care populations (e.g. Mellor et al., 2006) indicating
that pharmacological interventions delivered by a GP
is the norm in Australia. Recent research findings
indicated that the antidepressant medications sertraline
and mirtazapine were not effective with depressed
older adults with dementia (Banerjee et al., 2011). This
raises concern about the current use of antidepressant
medications as the first-line treatment of depression in
aged care settings, where dementia is common. File
reviews in this study did not reveal the use of
nonpharmacological strategies for depression by resi-
dential care staff beyond the small numbers who were
referred to a pastoral carer or participated in a
relaxation group at the facility. However, relying on
the files was a limitation. Further studies may interview
nursing staff to determine whether nurse-led strategies,
such as one-on-one support or increased social engage-
ment, are put in place as a response to depression.
There are a number of other limitations of this
study. F irstly, it is unclear whether the referrals made
by staff members for suspected depression were
appropriate. Further research is required to investigate
the validity of staff judgements of depressive symp-
toms, to determine whether staff training and a routine
protocol translate into a meaningful and clinically
significant improvement in their skills in discriminating
depression. Another important methodological limita-
tion was the sample size, with only two to three
numbers of facilities in each group, and, similar to
other studies with residential care staff, less than half
of the care staff were available to participate in the
training programme. It is possible that the ‘dose’ of the
training intervention was insufficient to change routine
staff referral practices across each participating facility.
However, key nursing staff, particularly team leaders,
who were typically responsible for making medical
referrals, participated at a high level.
Despite the random allocation of facilities to study
conditions, there were differences in the characteristics
of the resident samples who participated in each group.
While participants were equivalent in terms of age,
gender and dementia diagnosis, more residents in the
training plus protocol condition were prescribed an
antidepressant medication prior to the intervention
than was the case in other conditions, which is a clear
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limitation to this study. In order to account for this
sampling variability, referral rates were examined
separately for treated and untreated residents, with
marked differences between conditions found at the
end of the intervention. However, replication of the
present findings is required, with a larger sample of
participants recruited from a greater number of aged
care facilities. A preferred design for future studies
would comprise a pre–post methodology, tracking
referral rates before and after the staff interventions in
each facility; this would account for any intragroup
differences in the baseline characteristics of facilities,
staff and/or residents across each condition. Despite
this limitation, this novel study makes a contribution
to existing literature by proposing that a clear protocol
for aged care facilities is potentially more effective in
increasing the detection and referral of depressed
residents than traditional staff training approaches.
What is now required is further exploration of the
linkages between staff training, clinical practices and
outcomes for residents with depression.
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